One would hope that a very high percentage of children who have had cleft p e repair would spealk nor-mally by the time they went to school In fact I found that, of 292 children who were operated on once only before they were 2 years old and attained normal speech before they were 10, only 170 (58 25 ,) did so before they were, (Table 1) .
Testing for nasal escape can'be done roughly by a blowing test, but more accurately by pronouncing EE as high as possible. In the absence of nasal escape, articulatory faults can be tackled by speech therapy.
The image ray intensifier is chiefly valuable when clinical nasal escape can be detected. If pa-lata1 and pharyngeal movements are adequate in lateral view, yet nasal ese persists, then this escape must be in the lateral recesses of the pharynx.
If the palate can be seen lying low and moving badly, a superiorly based flp of the Rosenthal type attached to the nasal layer of the soft palate will hitch it up into a new position from which it can be extremely effective.
If, as sometimes happens, there is a wide deficiency after everything appears to be working to full capacity, then all the tricks of palate lengtheing may have to be brought into action, together with those aimed at diminishmg the dimensions of the pharynx. In fact, the image ray intensifier shows whether it is possible for nasal escape to be controlled without further surgical intervention.
Finally, my feelings about secondary operations on the palate are as follows: (1) The primary operation should consist of obtaining, by any means whatsoever, a mobile scar-free palate; there should be no attempt to interfere with-the compensatory mechanism, which is as yet an unknown factor and varies from patient to patient.
(2) There is no reason to rush into a secondary operation at an early age. (3) There should never be a secondary intervention for pesistent nasal escape until the deee of movement or absence of this has been thoroughly investigated by a modem X-ray screening technique. Over recent years we have placed increasing reliance on the image intensifier when investigating nasal escape and making a dcision how best to treat the condition.
Of the last 43 patients 8 had congenital speech defects while 3 had developed their poor speech following the removal of tonsils and adenoids. This paper, however, is concerned with the 32 patients who had nasal escape in association with a cleft palate.
Technique: The patient stands in front ofthe X-ray camera so that a lateral view of the palate, tongue and pharynx appears on the screen.
The examination is quite simply carried out. The patient tells us his name, where he lives, counts to 10, and follows this with some high flown statement such as 'Sister Susie likes gum and Coca-cola'. This brief examination is enough for us to be able to see the movement of the palate and pharyngeal wall and to see whether or not they make contact and close off the nasopharynx. It is the appant closure that inteests us most and upon which we make our decisions.
The youngest patient examined was 3 years old and the oldest a woman of 38 with an unrepaired cleft. The majority were in the age group 8 -12.
Subnucous clefts (4 cases): T
. showed no apparent velopharynge o n image intensifier examinaton and were consequently operated on; 2 of them d noal eech after V-Y retroposition and the third wasmuch improved by a Hynes pharyngopasty (Hynes 1950).
The fourth patient was found to have a submucous cleft of the palte only when he developed nasal escape after tonsillectomy and adenoidectomy. However, the image tensifer examination was 'satisfactory' (i.e. it showed apparent closure) so be was treated by speech therapy. He recovered normal speech.
Incomplete clefts (12 cases): Eight patients did not appear to have closure. Only 7 were operated on, as one refused. Two had a Hynes operation and the others what is often loosely referred to as a 'Rosenthal pharyngoplasty' with either a superiorly or an inferiorly based flap. Believing it tethers the palate less we prefer the superiorly based flap rediscovered by Roselli (1934) . However, 2 of the patients had the operation with the flap based inferiorly (Rosenthal 1924) . In fact, both these operations should be credited to Sch6nborn, who described the superiorly based and the inferiorly based flaps in the nineteenth century (Schonborn 1876 (Schonborn , 1886 . Four of those operated on were improved; 3 were not improved.
The 4 patients with closure were treated with speech therapy only. Three became normal or virtually so. The other was a boy with an IQ of 81 who subsequently had a pushback with an island flap but even then he still retained nasal escape.
Complete clefts (16 cases): Only 5 of these patients showed no apparent closure and so were operated on; 4 were improved and one was not improved. Of the 11 who had speech therapy as a result of the image intensifier examination, 3 eventually retained a trace of nasal escape.
We had always assumed that persistent nasal escape after speech therapy when the examination had been 'satisfactory' indicated a lateral defect in velopharyngeal closure. However, we now have to reconsider this view as Pigott et al. (1969) have described a central gap after examining a palate with a nasendoscope. This in fact is the big limitation of the image intensifier. It can provide only a lateral twodimensional picture, and it cannot give us all the information required. Indeed J F Bensen (1969, personal communication) mentions a patient with an unrepaired cleft who appeared completely normal in the lateral image intensifier view.
The different effectiveness of the repaired complete and incomplete clefts that we examined should be noted. In the complete clefts there were 11 'closures' to 5 'no closures'. In the incomplete cases the ratio was reversed, with 4 'closures' to 8 'no closures'. These numbers are small but they tend to confirm the view that it is more difficult to get adequate lengthening when repairing an incomplete cleft and that those with minor clefts of the palate will not necessarily be the best speakers, In spite of its limitations we think that the image intensifier is a helpful and reasonably reliable way of investigating nasal escape. However, it is not the complete answer to diagnosis in these cases, and possibly should be supplemented by another procedure such as nasendoscopy. The gross palatal defect, with virtual absence of hard and soft palate, is usually seen in adtilts with a history of repeated and unsuccessful operations for the repair of a cleft palate in childhood. That such defects are now uncommon is due no doubt to the improved standards of modem primary repair and to the availability of antibiotics.
For the purposes of reconstruction, large palatal defects may be classified into two groups:
(1) Those in which sufficient palatal soft tissue remains to allow the formation of a posterior velum; the large anterior fistula is then occluded with an obturator or may be repaired, if indicated, with an extra-oral skin flap. (2) Defects so large that the palatal remnants are inadequate to form any sort ofvelum and in which repair is impossible without the introduction of extra-oral skin; the obturator alone is of little value in the treatment of these defects. It is with this latter group that this short paper is concerned.
The introduction of a tubed skin flap for the repair of such defects was originally devised and described by Sir Harold Gillies' and the present author's technique differs but little from the original. However, the operation has been criticized on the grounds that it may give rise to halitosis and, more important, that the degree of improvement in speech after this major procedure is usually disappointing.
The purpose of this communication is to report a personal series of 7 patients with subtotal loss of the palate, in 6 of whom speech was markedly, sometimes dramatically, improved. None of these 6 patients suffers from halitosis and all are sub-5Gillies HI D & Evans A J (1957) Transactions of the International Society of Plastic Surgeons. First Congress. Baltimore; p 208
